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 D 000 Initial Comment  D 000

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state or local laws.

This Statement of Deficiencies was generated as 

a result of the Complaint Investigation conducted 

at your facility on 12/1/10 through 12/2/10.  This 

State Licensure survey was conducted by the 

authority of NRS 449.150, Powers of the Health 

Division.

The facility is licensed for seventy nine (79) 

residential program beds for the treatment of 

abuse of alcohol and drugs.  

Complaint #NV00027062 was substantiated.  See 

tag D250.                                  .

 D 250

SS=F
NAC 449.147(6)(a-d) Dietary Services

6. A facility with more than 10 clients must:

(a) Comply with all applicable provisions of 

chapter 446 of NRS and the regulations adopted 

pursuant thereto;

(b) Obtain the necessary permits from the Bureau 

of Health Protection Services of the Health 

Division;

(c) Maintain a report of each inspection 

concerning the sanitation of the facility for at least 

1 year after the date of the inspection; and

(d) Maintain a report of each corrective action 

taken to address a deficiency noted in a report 

described in paragraph (c) for at least 1 year after 

the date of the corrective action.

 D 250

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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 D 250Continued From page 1 D 250

This Regulation  is not met as evidenced by:

Based on observation, interview, and record 

review on 12/1/10, the facility failed to comply 

with chapter 446 of NRS.

Findings include:

The grease trap and floor drains had not been 

properly maintained, resulting in the back-up and 

overflow of sewage onto the floor of the kitchen 

while food preparation was in progress.

Severity:  2   Scope:   3

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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